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In forecasting the future, one thing we can be certain
about is that we will be wrong. With hindsight,
everything will be much clearer. Nevertheless, even if
we are wrong in many particulars we may be right
about the nature of some of the issues. For example,
few of us would have forecast the implosion of the
Soviet Union and the Eastern Bloc, but it was obvious
enough that competition between capitalism and
communism was a theme of fundamental importance:
the competition simply was more one-sided than most
(any?) ofus recognised.
Influences
So, looking with a degree of diffidence unto my
crystal ball, I predict 5 formative influences:
* Continuing changes in medicine that will shape
clinical practice both within hospitals and outside
them. On the whole, the advances will be towards
more sophisticated diagnosis and care, expanding
what can be treated and helping us better to
understand what can be prevented.
* Acute hospital care will continue to be very
expensive, being people intensive and requiring
care around the clock. The constraints will be not
only financial, but also in terms of human
resources, case-loads and training requirements.
Not every local acute hospital that now exists will
be able safely to sustainevery service thatits local
population wants.
* There will be a continuing tension between
arguments for concentration of services on
grounds of quality and safety, and dispersion on
grounds of access.
* The revolution in information technology will
continue, affecting diagnosis, treatment and
administration. It will be more possible than ever
before, for clinicians and patients to have at their
finger-tips, all the information relevant to a
particular decision. Provided the data are linked,
epidemiological information will also be richer.
* Boundary issues between social and medical care
are likely to pose problems, particularly for frail,
elderly patients with chronic conditions. For
elderly people there is often little distinction
between medical need and social need.
Unfortunately, however, the coordination between
the two sets ofservices (or even between primary
medical care and secondary) is far from perfect.
As acute hospital stays shorten, frail, elderly
patients will depend more and more on what one
might call "intermediate care" and strong support
at home. Will they receive it?
Continuing truths
Against such a background, what can one say about
hospital management? First, let me suggest that
continuities will, in their own way, be as important as
discontinuities. Some things will not change For
example:
* Successful hospital management will continue to
require a partnership with the clinicians. Just as
you cannot run a successful legal practice without
the commitment of the lawyers, you cannot run a
successful hospital without the commitment of
the doctors. the nurses and the other givers of
care. This is notjust a matter ofgiving them some
delegated responsibility for the resources that
they directly control, but also ofinvolving them in
the strategic management ofthe institution.
* Team-work is crucial to patient care. Brilliant
individuals are, of course, of enormous value,
provided that they are not impossible to work
with. But the care of every patient and the
provision ofevery service require ateam effort. In
general we take the workings and the leadership
of teams too much for granted.
* Morale is also a strong factor in patient care and
institutional performance. It is a truism for a
service industry that people who take a pride in
what they do, who value those they serve and are
proud of the institution of which they are a part,
are the lifeblood of the organisation. Equally,
those who feel exploited, miserable and alienated
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are unlikely to give a good service. Currently both
types of organisations are to be found within the
NHS, without most of us recognising how great
the contrasts can be, norhow precious is the sense
of individual and institutional worth where it
exists.
* For many patients, however, hospitals are almost
by definition frightening places. Staff, to whom
the hospital is simply somewhere that they work,
need unusual empathy and imagination to
understandthis fear. Butthere is nothing irrational
about it. Apart from anything else, hospitals are
dangerous places.
* Small units are easier to manage than big ones.
Conventional wisdom currently suggests that
hospital economies of scale peak at about 200
beds and that efficiency then declines. Because of
the possible confounding effects of case-mix, I
am not sure aboutthat. But I am sure that monster
institutions of anything approaching 1,000 beds
are extremely hardto run - atleast on acentralised
basis.
Some issues ofrising importance
While observations such as these are, it seems to me,
likely to hold as true for the future as they are now,
other issues are likely to be of rising importance.
Among these are:-
* An increasing importance of staffing constraints.
Technical considerations and changes in training
patterns mean that hospitals will be able to rely
less on a serfdom ofyoung nurses and doctors to
maintain their services around the clock. There
will also be fewer fully-trained specialists
working in the senior registrar and registrar
grades, so the Service is likely to have to be more
consultant-led, around the clock. It simply will
not be possible to maintain a fully safe service in
all sub-specialities in all hospitals.
* A greaterneed forinterhospital collaboration. The
Calman/Hine proposals for cancer care are one
example of "hub-and-spoke" arrangements
directed atlinking theexpertise ofspecialists with
the workofless specialisedunits. Infields like the
main cancers, the volume of cases may be such
that it would be unrealistic to try to draw them all
into the specialist centre. It may make better
sense, through close relationships and linked
appointments, to make sure that the specialist
expertise is available in all the hospitals that
comprise the hub-and-spoke network. Moreover, I
would suggest that the network will be more
stable overtime, and ofbetterquality, ifthe hub is
not always the regional hospital, but can also be
one of the specialist or district general hospitals
included in the network.
* An imperative not only for interhospital
collaboration, but also for intersystem
collaboration. Hospital stays continue to shorten.
Day-cases rise. Technological developments
make self-monitoring and home care more
feasible for chronic diseases like diabetes, renal
impairment, psychotic conditions, and many
others. But only ifthe health system can function
effectively as a whole, so that when support is
needed, it is provided promptly.
* Non-medical aspects ofcare will alsobeessential.
As I said earlier, boundary issues between the
NHS and Social Services pose severe problems,
particularly for frail, elderly patients. Ministers
(of all parties) sometimes talk about seamless
patterns ofcare. I have doubts about the reality of
that; partlybecause, as a seamstress pointedoutto
me, the strength of a garment lies in the seams,
and partly because seamlessness is so far from
everyday realities ofcare. We simply have to have
good cooperation across boundaries - geographic,
professional, organisational, public/private,
paid/voluntary/family - to stand any chance of a
Service adequate for people in the 21st century.
Finally, a paradox. The quality of care that an
individual receives - now and in the 21st century -
depends upon a complex set of interactions: among
people, and across institutional and service
boundaries. To alarge extent these interactions happen
spontaneously, or do not happen. Management can
facilitate orhinder, but (in the main) management is of
the institutions, not ofthe interactions.
I conclude that hospital management in the 21st
century will need to be more outward-looking, less
institutionally bounded, than it has sometimes been,
more concerned with clinical networks and with the
overall effectiveness, continuity and quality of care
received by patients, as they move across service
boundaries.
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